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PROCEEDI NGS

DR. W LENSKY: Julian?

MR. PETTENGQ LL: Good nmorning. We're here to
di scuss first, chapter one, the overview chapter for the
report. We sent you a draft that was in several pieces, yet
to be knit together, and also m ssing a summary of our
conclusions or review, which we will put in early on in the
chapter so that we catch everyone's attention right up
front.

This nmorning, 1'd like to start with what are the
obj ectives of the chapter. W really wanted to provide
background and context for the rest of the chapters in the
report and to provide the overall sense of your judgnent
about what the situation is in rural America, the extent to
which there is a problem the extent to which that problem
is related to Medicare and Medicare's policies, and al so
sone consideration of to what extent other policies outside
of Medicare m ght be appropriate to pursue, w thout being
speci fi c about which ones because you haven't discussed that

much.
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We begin with how rural areas are defined, then
talk a little bit about what rural health care | ooks |ike
according to the literature, and the factors that affect
demand and supply in rural markets, and then we tal k about
regional differences in market conditions across the
country, that is the diversity of market conditions, the
supply responses in each area anong providers, and patterns
of care, which is the use rate part of the anal ysis.

And then finally, a section that was not included
in the draft but wll be witten, sone discussion of the
inplications for Medicare and other policies.

| wanted to show you sone information that we have
pul | ed together with the help of some people at the Rural
Research Center at the University of North Carolina.

We have two principal definitions of rural and
rural areas in this country at the nonent, that are w dely
in use. One is the census definition and the other is the
set of definitions devel oped by the Ofice of Managenent and
Budget. Census defines rural -- in fact, they both define

rural as in the negative, that is not urban. Census does it
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by saying that people and buildings and territory are urban

if they're included in an urbanized area, which is defined

by popul ation size and density. O they are in a place with

2,500 or nore people outside of an urbanized area.

| would personally not |ike to be in charge of
operationalizing that definition nyself.

But in any event, OVB takes the census data and
defines netropolitan and non-netropolitan, which we
transl ate as urban and rural, based on the characteristics
of the county, population size, relationship to a city,
popul ati on density, conmuting patterns. The idea there is
that a netropolitan area is one that is social and
economcally integrated wth a city. And anything beyond
the central core county and the outlying suburban counties
that are related is non-netropolitan.

Dependi ng on which definition you use, the rural
popul ation is either 25 percent under the census definition
of the population, or it's 20 percent under the OB
definitions. The reason that you get such a big difference

is that a lot of rural, so-called non-netropolitan counties,
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have in fact urban areas within them And conversely, a | ot
of nmetropolitan counties have rural areas within them areas
that are not urbanized. That's what accounts for the

di fference.

This map gives you an idea of the overlap. The
very dark areas are the urbanized areas. The gray areas are
the counties included in the MSAs. You can see that the
very dark areas do not fill up nore than a small fraction of
the space in quite a few so-called netropolitan counties.
You don't see very many dark spots in the white areas, which
are non-netropolitan counties, but there are sone out there.

Because netropolitan and non-netropolitan just
define two broad categories, they kind of |eave you with the
inpression that rural is rural and urban is urban and
they're both pretty honpbgeneous internally. To get at the
diversity within them various researchers -- beginning at
t he Departnent of Agriculture actually -- have defined
alternative classifications of counties, one of which we
use, the urban influence codes shown in the next overhead.

You saw this diagramat the last nmeeting. The UC
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codes are based on whether the county is included in a
metropolitan area and, if so, what size netropolitan area,
over or under 1 mllion population. And then for non-
metropolitan counties, they're classified according to
whet her the county is adjacent to an urban area, what size
urban area it's adjacent to, and what is the size of the

| argest town in the county.

Now for many of the anal yses that we have done in
this report, we use the U C categories but we collapse them
We have col |l apsed themin sonewhat different ways in
different places. The main reason for collapsing themin
nost cases is that we have a |imted sanple of information.
Consequently, we can't really ook reliably at sone of the
counti es.

In others we coll apse them because of the
relationship, there really is no difference. For exanple,
it turns out that adjacency, in many instances, is much |ess
inportant than the size of the largest town. That's what
makes a difference in the adjacency.

So in many cases, we col |l apsed one and two so we
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show a single category for urban. W coll apsed three and
five and four and six, which gives us categories based on
town size. W end up wth six categories.

| put in the paper the rural/urban continuum
codes. That's an equally interesting way of classifying
rural and urban areas but it's not the one we chose to use
for our purpose. It is in the report, but | don't see the
need to discuss it.

For a lot of the work for this chapter, we wanted
to be able to characterize the market conditions that exist
in different rural areas and we found that the best way to
do that, since the hospital is essentially the center of the
health care delivery systemin rural areas, we decided to
use hospital markets as the unit of analysis.

We defined themas indicated on the overhead, or
shoul d say our friends at the Rural Health Research Policy
Anal ysis Center defined themusing patient origin data from
Medi care to build a hospital -specific market for each
hospital that includes all of the zip codes that together

account for 80 percent of the discharges for that hospital.
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And then we took zip code data from d aritus Corporation,
which is largely census data, and cal cul ated neans and
medi ans and what not of popul ation characteristics for the
zip codes collected in each hospital narket.

The next overhead shows the geographic
di stribution of those markets. Probably the xerox in front
of you isn't wonderful. | know mne isn't.

| think the central fact that sort of |eaps out at
you, just fromlooking at this map, is that there are
enornmous differences in hospital density across the country.
This is no great surprise. There are many nore hospitals
much nore tightly packed together in the East than in the
Vst .

DR. NEWHOUSE: Julian, is there any difference
bet ween the marks that cross and the marks that go this way
and the marks that go that way?

MR. PETTENG LL: There are two | evels of crosses
here. The lighter level is one hospital. The darker one is
a pair that are right together.

DR. WAKEFI ELD: So the X is a pair?
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DR. RONE: The X' s are rural hospitals.

DR. REI SCHAUER  There's a back slash and a
forward sl ash.

MR. PETTENG LL: | think that's nore a function of
the xerox than it is the actual nmap. Wen you see the map
published -- we will perhaps play around with alternative
synbol s that m ght show up nore clearly.

Basically, there is a difference. The lighter
gray ones represent a single hospital, the darker ones
represent a pair that is so close together that you can't
print a separate synbol.

MR SMTH.  The direction of the slashes doesn't
tell us anything?

MR. PETTENG LL: No, nothing. Ignore that.

M5. RAPHAEL: |'ve been trying to understand the
i ssue of distance and the 35 mles, which you will conme to
| ater. But when have earlier that sonething is adjacent to
an MSA, how i s adjacent defined?

MR. PETTENG LL: Adjacent is in the context of the

county. The county is adjacent to an NSA
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DR REI SCHAUER: Some of this is really amazing
here, because if you go to Nevada and New Mexico here, and
you | ook at sonebody who is living in the far reaches of a
metropolitan area, that's |like the noon where they are. And
yet we have themclassified as nmetropolitan.

MR. PETTENG LL: Yes, that's true. Look at
Ri ver si de County or San Bernadi no County or Duluth County.

DR, REI SCHAUER: R ght, they're all the way across
the state.

MR. PETTENG LL: Same problem You have one part
of the county is dense, urban area and 100 mles away, in
the sanme county, you have a conpletely rural area.

There is a feature of Medicare policy for the
swing bed criteria where Medi care uses sonething, by |aw,
called the Goldsmth Mdification, which is an attenpt to
identify portions of urban netropolitan counties that are
rural. Which is why, when you | ook at the data and you see
that we have hospitals that have sw ng beds but they're
| ocated in netropolitan areas, and you scratch your head and

you say why does that happen? How can that be?
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Swi ng beds are supposed to be for rural hospitals.
Well, this is howit happens. The criteria that Medicare
uses, in fact, the Goldsmth Mdification identifies such
areas within netropolitan counties that are, in fact, rural

MR. DeBUSK: Julian, can you overlay this with the
wage i ndex region?

MR. PETTENG LL: The wage i ndex regions are
metropolitan statistical areas, the grayed out areas on the
map, and non-netropolitan collections of counties in each
state. So all the counties that are not netropolitan in a
state are aggregated together, and that's considered to be
the rural |abor market area.

MR. DeBUSK: So that could be overlaid though,
right?

MR. PETTENG LL: In effect they are. The |ight
gray areas are the MBSAs.

MR, DeBUSK: So this is the wage index areas
within the state?

MR. PETTENG LL: Subject to one proviso. The

boundari es of the MSAs have not been drawn in here. So
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you' ve got sonme grayed out areas that represent nultiple
MSAs t hat happen to be adjacent to each other, they're not
single markets. But if you would i ke to see a map |ike
that, I"msure we could include one in the hospital chapter
where it would be nore rel evant.

MR DeBUSK: 1'd like to see it.

MR. HACKBARTH:. Julian, | still don't understand
the synbols on this map. The X's are rural hospitals,
judging by the key. | don't understand what the single
sl ashes are.

MR. PETTENG LL: Unfortunately, the xerox |I have
to ook at is probably even worse than the one you have, so
|"mnot sure that | can --

MR. HACKBARTH. It doesn't look like it's
xeroxing. These are clearly defined marks on the nap.

MR. PETTENG LL: Actually these are all X's. It
is the xeroxing. There is no difference. |If it slants this
way or it slants this way, it doesn't matter.

MR. HACKBARTH: These are all rural hospitals.

MR. PETTENG LL: They're all X's. | have seen the



10

11

12

13

14

15

16

17

18

19

20

14

original PDF map and they're X's. They will print in the
docunent, in the report, nuch better than you see here. The
probl em here is that you can't xerox this kind of stuff very
wel | .

| think we want to nove on

| included a section in the chapter that collects
t hought s about rural health care froma variety of articles
that | managed to squeeze tine to read. And al so
characterized it as painting a fairly grim gl oony picture,
which | think it does. | nean, the literature says
providing health care in rural areas is a struggle and you
have nultiple problens that you have to overcone.

The factors they've identified, in particular, are
the size of the market, you have relatively few people so
you have difficulty attracting professional staff; the
popul ati on dynam cs in many cases, the population is
declining as portions of the working age popul ati on have
noved out to seek enploynment el sewhere. You have an aging
popul ation in many areas. You have high |evels of

concentration of ethnic and racial groups in sone areas that
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represent a different set of problens, sone of it cultural,
differences in attitudes and that sort of thing. Sone of it
is sort of standing for other things, |like the extent to

whi ch peopl e have heal th insurance.

Physi cal isolation, we're always hearing about
| ong di stances that people have to go to receive care.
Househol d i nconme and unenpl oynent. And obviously the
proportion of the population who is uninsured. Many of the
peopl e who live and work in rural areas work for smal
enpl oyers who are nuch less likely to offer health
i nsurance, so there's a smaller fraction of the popul ation
that is insured. Those that have insurance often have |ess
coverage than you would find el sewhere.

We don't have, unfortunately, detail ed geographic
information on all of these variables. Health insurance, in
particular, is a weakness. There just isn't a good source
for that. But we do have information on the others.

When you | ook at the geographic patterns here |
t hi nk what you see is that you have two nmain patterns, one

in the West and one in the South and East. You al so have
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sone di fferences along the Canadi an border, where you have

kind of a conbination of the two sets of factors.

In the West the main factors operating are snal

popul ati on size, physical

i sol ation, and declining

popul ati on and an agi ng population. |In the South it's a

different constell ati on.

It's relatively | ow househol d

inconme and relatively high unenpl oynent and hi gh

concentrati on of raci al

and ethnic mnorities.

The next table shows sone of that information,

contrasting the East and the West. We did it for al

markets in the East and the West. By the way, East here is

defined as the five census divisions that all have New

Engl and, Mddle Atlantic or East in their nane. The West is

the four census divisions on the western side of the

country, which is Northwest, North Central, South Central,

Mount ai n and Pacific.

The differences are not so striking when you | ook

at all of the markets,

but when you go down to the bottom

quartile by population size of the market, that's the snal

group on the table,

t hen |

think the differences really
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beconme quite striking regarding the |ikelihood that you have
decl i ning popul ation, that you're isol ated.

| sol ated, by the way, neans that you don't have
anot her acute care hospital within 25 mles, which is not a
terrifically restrictive definition, but if you do 35 mles
the pattern | ooks very simlar geographically.

DR. RONE: Julian, can | suggest, given that we
have a trenmendous volunme of material and sone of these
chapters are very long and detail ed, a trenmendous nunber of
things to do, that maybe this analysis or any subsequent
subanal yses about this, mght be dispatched. | think it's
bad enough we've got rural versus urban. Now we're going to
have West versus East. It just lines up another way that
peopl e can fight about sonething but really doesn't add
anything to the questions about Medicare policy in terns of
rural versus urban, | don't think

MR. PETTENG LL: | think what it adds is that
nei t her East or West nor rural versus urban is really the
issue. The issue is what are the market conditions? What

are the problens you face? And they're different in
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di fferent places. The obvious inplication is that the
policy answer, to the extent there is one, is going to be
different in different places. There's no one answer.

DR ROAE: | certainly accept that, but | wouldn't
want the data presented in such a way so it |ooks |Iike the
East is being di sadvantaged conpared to the West or vice
versa, because it would just line the Congress and the
Senate up on the East versus the West, as opposed to rural
versus urban. O nmaybe the next slide is North versus
South, 1 don't know.

MR. PETTENG LL: Actually I think the maps do a
much better job of saying you have -- if you go to the next
map, for exanple, this is population size of the markets.
This identifies the small markets.

By the way, small here neans that the total
popul ation of the market area is | ess than 11, 200 peopl e.
That's what the quartile definition is, 11,200 people in the
market. That's not very many peopl e.

And what this map says is that if you just | ook at

smal | popul ati on you've got markets scattered -- now they're
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concentrated heavily in the Mdwest and the Northwest, but
there are markets scattered all over the country that have
very smal |l popul ations.

DR. NEWHOUSE: Julian, | wonder if this isn't
appl es and oranges, if | understand this right. If you' ve
got a 20-bed hospital and you go through the zip codes that
account for 80 percent of its discharges, you' re probably
going to have the zip codes right around it and you're going
to get a population figure like you got. Wereas if | have
a 200-bed hospital, I'"'mgoing to inevitably have a | ot nore
zip codes and nore population, so it will look |ike a bigger
mar ket ar ea.

MR. PETTENG LL: | have no doubt that's true. On
the other hand, there's a very strong associ ati on between
the degree to which the hospital is isolated the size of the
mar ket .

DR. NEWHOUSE: But it doesn't necessarily nean
that it's isolated, just because it draws on a few zi p codes
that are nearby it and that fills it up

MR, PETTENG LL: But we're not defining whether
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it's isolated or not based on how many zip codes it has.
It's based on the distance to the next nearest hospital.

DR. ROAE: But the point is, if you take the
University of lowa Medical Center, which is this huge, very
elite place that is enornous and it nust draw fromfive
states around that area. That would |ike | ook |Iike a huge
mar ket. They just happened to build a huge referral nedical
center there in the mddle of lowa. | don't see what that
adds. | guess I'msort of saying what Joe's saying.

DR. WAKEFI ELD: |Is part of what you're trying to
denonstrate here -- and | mght be msinterpreting, but I'm
| ooking at the same map -- is the distance between or to
other hospitals? 1Is that part of what you're trying to
capture here?

MR, PETTENG LL: No, we have another map that
shows the isolated hospitals. |It's not the next one but the
one after that. Those are hospitals where the next nearest
hospital is at least 25 mles away.

We have a lot of hospitals in the Mdwest -- if

you go back to the small market base, it's true that big
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hospitals would tend to draw froma nuch w der area and
therefore have a bigger population. There's no question
about that.

Many of these hospitals the market is defined
essentially by one zip code because zip codes essentially
align with the town and they're relatively small hospitals.
That's their service area. And the popul ation available to
support themis the population that's right there.

DR. NEWHOUSE: But that's the issue. Suppose
there's another hospital in a city that's 15 mles down the
hi ghway and they each draw fromtheir owm cities. |If one
hospital closed, the people 15 ml|es down the highway m ght
cone to the other hospital and it would grow.

There's an inherent problem defining market area.
It's a classic problemand you're basically defining it off
observed use. Conceptually, it could be better defined off
of potential use but we don't observe that, so this is the
best we can do.

DR. REI SCHAUER If you | ook at Kansas, it brings

your point out. There's lots of small markets but not many
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i sol at ed ones.

MR. PETTENG LL: That's right.

DR. W LENSKY: There's nothing inconsistent with
the kind of information you're presenting and nmaki ng the
point that | think is worthwhile, that Joe just made, which
is that what we are |ooking at is observed market and, in
principle, the market could be different particularly if
there were different hospitals that were avail abl e.

| think that's a good point to make, so that when
we're | ooking at these observed realities, we understand the
context in which we ought to interpret these observations.

MR. PETTENG LL: | don't have any problemwth
that. In fact it conmes in |later when you start thinking
about | ow vol une adjustnents and whet her they shoul d be
restricted. It has an obvi ous application.

DR. WLENSKY: | think the point is worth making,
but | don't think it takes away fromthe useful ness of how
you've laid the information out.

MR. HACKBARTH: One of our chall enges, one of our

responsibilities is to try to sinplify and make very
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conplicated situations understandable to policymakers. [|I'm
worried about people getting lost in this succession of maps
and data. |'mstruck by the point that Bob pointed out, the
seem ng difference between the two maps when you | ook at
Kansas.

| wonder if we ought to be trying to sinplify this

to bring hone the basic points to our audience. This first

map, wWith small market base, | don't find hel pful in dealing
with the policy problens. | think |I understand what it
means, but the critical issue -- given the earlier data you
present ed about what the problens are -- it's whether

they're isolated or not, not whether they have a snal
mar ket base.

MR, PETTENG LL: Actually that's not. You woul d
think -- let's go to the map on isolation. You would | ook
at that and you woul d say okay, these are isolated
hospitals, these are the ones that have the small markets,
and they woul d have | ow vol unme of demand, not just for
Medi care but on the private side, as well. And that's what

the problemis
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But in fact, there's not a close relationship

bet ween i sol ation and | ow vol

go down further in your stack,

There is a relationship, but

strong rel ati onshi p.
MR. HACKBARTH.  But

Julian, what happens if this

une. | have a table.

| f you

it's the next table.

it's not a very

isn't the ultimte question,

hospital were to di sappear?

The fact that these isolated hospitals may not be | ow vol une

signifies that they're collecting people froma broad

geographic area and that's a

Whereas, if we just

good t hi ng.

have smal | market hospitals

and they di sappear and there's one down the road,

maj or public policy problenf

is that a

MR. PETTENG LL: It's certainly one of the

guestions. It's not the only one. | think part of the

problemis that people tend to associate isolation with

financial difficulty and there's not a strong associ ati on.

Sone isol ated hospitals are,

in fact, doing badly

financially and are therefore at risk. And the popul ation

they serve is potentially at

ri sk for that

reason.
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But in many cases, the isolated hospitals are not
doing badly and they're not at risk. So it's a question of
what sort of problemyou want to sol ve.

DR. REI SCHAUER But | guess the question is what
is the problemw th small market base? One that is one town
away and has equally small -- what is the problen? They
m ght be in bad financial shape, but we don't have a
potential access problemif one closes.

MR. PETTENG LL: That's why | tried to tal k about
clusters of problens because small popul ati on base by itself
is one risk factor. It doesn't nean you have a problem
You have to put it together with a couple of others before
you have a probl em

DR RONE: | think the issue is for ne that many
of the characteristics of sone of these entities that are
wi thin the popul ation we consider rural are terns that are
| aden. So when we use them they sound bad. Like smal
mar ket sounds bad. |sol ated sounds bad.

It may not be bad. It nmay be that you have three

hospitals in an area and they're all one-third full, that
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two of them should close and then you have one left that's
full and is doing well. And then you say oh ny god, it's
i sol at ed.

My concern is that the way we're using these terns
inplies things that may not necessarily be there.

DR. NEWHOUSE: Julian, in the spirit of
sinplifying this, maybe you want to present the union of
sone of these characteristics rather than all these naps
wi th each one singly.

MR. PETTENG LL: 1'd have to try conbinations |ike
that and see what they | ook |ike.

DR. WLENSKY: | think the discussion, you m ght
need to lead to that point and to tal k about the issues
initially as though these are all factors and to tal k about
why the factor may or may not be inportant, but to actually
show pictorially the union which becones now -- the
intersection of these issues that becones a problem

So both in response to a coment | think denn
made earlier, that we not overwhel mthe reader with

information, so you lead up to it. These are issues that
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have been raised that may or may not sound as though they're
problematic in terns of the termthat is used, but the
problem-- to the extent there is one -- appears at their
intersection, here's what it |ooks |ike when you get snal
mar ket or isolated and bring them together.

That m ght allow both the information initially,
because it's hard to have the discussion on a two or three

di mensi onal basis. But to approach that in that manner.

MR. PETTENG LL: | can certainly try that. Wat I
had in mnd with sone of these things is to put four of
t hese maps on a page, so that they're all right together
So if you had small market base and declining popul ati on and
aging, and so on, and then the conbination, you would see it
all in one page.

DR. W LENSKY: The question is whether you could
see that with that.

MR. PETTENG LL: | think the geographic patterns
are strong enough and I've tried printing themfour to a

page, and | think it really does show nore clearly,
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actual ly, than |ooking one at a tine.

DR. RONE: Julian, it's clear you' re going to do
this, we're not going to talk you out of it.

[ Laught er. ]

MR. PETTENGQ LL: Jack, if it turns out that a map
show ng the conbination is nmuch nore clear, |I'll use it.

DR. NELSON: I'll have an easier tinme making a
j udgnent about this after |1've heard the rest of Julian's
presentati on.

MR. PETTENG LL: | think we can skip through sone
of this. The striking pattern in the South is |ow incone
and hi gh unenploynent. That map is a conbination. That's
South and East, and the pattern is pretty nuch where you
woul d expect it to be.

The one thing I don't |like about this is that this
is nomnal inconme. |In other words, it doesn't reflect any
adjustnment for differences in the cost of living, and
obviously that matters. But there isn't any good way to
make an adjustnent. W tried fiddling around with a couple

of things, but it doesn't really change the pattern in any
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event. | don't think there's anything really surprising
her e.

Thi s suggests that there's a different problemin
that area than you woul d see out west.

The consequence, a lot of tinmes, of having a
problemis that you end up with a provider that is operating
at very low volunme, and |Iow volune is a major risk factor
for poor financial performance. You'll see sone of that
later this afternoon in the data fromthe hospital chapter.

The anal ysis al so seens to suggest that not all of
these factors are all that inportant. The ones that seemto
matter the nost are small popul ation, declining and agi ng
popul ati on, which the intersection of themtogether is
pretty strong, |ow inconme and high unenpl oynent.

One of the consequences, as | said, is |ow volune
if you have weak markets. But you can get to | ow volune a
nunber of different ways. You can get there because the
mar ket base supporting your health care delivery
infrastructure is weak. You can get there because you have

a nunber of nearby conpetitors. Wich reason got you there
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matters froma policy point of view

DR. NEWHOUSE: Are you going to distinguish those
reasons in the charts?

MR. PETTENG LL: | don't know that | can
di stinguish themdirectly. | can show where markets are
weak because of either small population that's declining and
agi ng, or because you have | ow househol d i ncomes and hi gh
unenpl oynent. It doesn't follow that all of those markets
have low income. Only a fraction of themwll. | could try
the intersection of all of that.

DR. ROAE: Julian, I'mthinking of the
Medi car e+Choi ce program and |'m | ooki ng at these
characteristics and |I'mthinking that sone of these m ght be
factors that would lead to a failure of Medicare+Choice
progranms in an area because your popul ation is ol der and
therefore utilization is higher and there's a smaller
popul ati on, not enough to handle the infrastructure, nearby
conpetitors, et cetera.

It would be interesting if you had a conposite of

where these different major risk factors coexist, if you
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al so then sort of took a | ook at where the Medicare+Choice
mar kets no | onger exist, or no |onger are problens, whether
or not that is an overlay. That m ght be a proxy in sone
way for the market isn't there, if you know what | nean. It
may be a useful kind of phantom neasure where the market
isn't doing well in something that's market based rat her

t han denogr aphi cal | y based.

MR. PETTENG LL: | don't know. 1'd have to think
about that one. | don't knowif | would buy that, that the
presence or absence of Medicare+Choice plans is a clear
indicator that the market either is or isn't there. It is
or isn't there for Medicare+Choice plans, but that's not the
sane as saying it is or isn't there for fee-for-service
provi ders.

DR. ROAE: That's ny question.

MR. PETTENG LL: | don't know. W have fee-for-
service providers in a lot of places where there's no
Medi car e+Choi ce pl an.

MR SMTH Julian, | was struck by what seened to

be an asymmetry in this list. Small population, declining
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popul ation, and |l ow i ncome seemto nme part of what yields
| ow volunme. That |ow volunme isn't independent of those
first three, and that in reading the whole chapter it seens
to me that -- to the extent that we can get a thread through
the whole thing, that | ow volune appears to be it.
|"mstruck by including